A 38 year male was transferred to our Cardiothoracic Department with a long blade into the thorax following suicide attempt. On arrival in the operating room the blade moved synchronous with cardiac rhythm. Penetrating chest trauma is a class I indication for echocardiography (1), so a transthoracic echo study with Focus Assessed Transthoracic Echo (FATE) approach (2) was immediately and rapidly performed upon arrival in theatre, which showed the tip of the blade being close to the left ventricular apex (Figure 1 blade within the heart. Also no pericardial effusion was detected. The echo exam changed the emergency surgery into a minimally invasive off-pump / close chest procedure: the surgeon simply pulled the blade out of the thorax (Figures  2, 3 ) and sutured the small skin cut.
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